Introduction: Inadequate training of medical students in palliative care has been identiVed as a barrier to its universal provision. Family medicine physicians frequently provide these services, yet the extent of palliative care training in the family medicine clerkship has been unknown. This study describes the status of palliative care training in the family medicine clerkship, as well as clerkship director perceptions of this training.
Introduction
As an interdisciplinary specialty, palliative care focuses on relieving suffering and maximizing quality of life for patients with serious, life-threatening illness. In the next decade, primary care physicians will be expected to play crucial roles in the provision of palliative services. One-third of family medicine physicians completing the 2013 American Board of Family Medicine recertiVcation reported providing palliative care.
Despite recommendations from the Association of American Medical Colleges endorsing undergraduate medical competencies, current educational efforts are inconsistently applied. Studies evaluating student palliative care clerkship experiences reveal informal teaching correlates with lower perceived educational value. Moreover, students' perceptions of preparedness demonstrate consistent improvement with formal educational experiences.
Formal, structured palliative education in the family medicine clerkship represents an opportunity to teach foundational palliative care skills. However, the current state of palliative care educational practices in family medicine clerkships is unknown. Therefore, the purpose of this national study was to describe palliative education within the family medicine clerkship.
Methods
We collected data as part of the 2016 Council of Academic Family Medicine's (CAFM) Educational Research Alliance (CERA) survey of family medicine clerkship directors. The cross-sectional survey is distributed annually to the clerkship directors at the main campus of the school or their designee. Qualifying medical schools are located within the United States and Canada and accredited by either the Liaison Committee on Medical Education (LCME) or Committee on Accreditation of Canadian Medical Schools (CACMS). In 2016, 125 unique US and 16 Canadian individuals were identiVed as family medicine educators directing a family medicine or primary care clerkship. The American Academy of Family Physicians Institutional Review Board approved this study.
The Vnal survey included questions about the clerkship director, the school, and the clerkship program. Individuallevel questions included gender, years practice, years in clerkship role, and training in palliative care. Clerkship questions included medical school class size and length of clerkship. Using Likert scale items, we assessed clerkship director attitudes toward palliative care teaching with two items: the value of its placement in the clinical stage of medical student education, and in the family medicine clerkship. Program questions included presence of stated palliative care-related objectives for the clerkship, total instructional time (hours), assessment methods of palliative care, and barriers to teaching palliative care.
SPSS 24 software was used for descriptive and associative statistical tests. In associative tests, Spearman ρ correlation was used to test the hypothesized relationship between the ordinal variable of clerkship director training and each of the clerkship director attitude items. Then, analysis of variance (ANOVA) was used to test for an association between the presence of stated objectives and (1) attitude toward palliative care placement in the family medicine clerkship, and (2) total instructional hours. Lastly, χ was used to test the relationship between presence of stated objectives and palliative care education assessment.
Results
Of the 141 clerkship directors surveyed, 120 (85.1%) responded. Table 1 presents respondent characteristics. Statistical tests demonstrate no signiVcant differences between years practiced or gender and clerkship director training in palliative care. Class size was shown to be unrelated to whether or not the clerkship had stated objectives in palliative care education or whether competencies are assessed. However, class size was negatively correlated with hours of instruction (Pearson R (115)= -.19, P<.05). 
Discussion
As medical schools continue to respond to the increased demand for education in palliative care competencies, current opportunities in the family medicine clerkship are being missed. Palliative care education in the family medicine clerkship is prevalent, but our study reveals a large portion of clerkships do not offer any speciVc training in this Veld. Even when this education is provided, the majority of clerkships lack evaluation of this learning. Assessing situations where palliative care teaching is occurring would help to identify and improve teaching opportunities in family medicine or other clerkships. Further research on validated assessment tools that predict future palliative care competency are needed.
Our study also showed a positive correlation between clerkship director training in palliative care and the value they placed on palliative training in the family medicine clerkship. Thus, pursuit of clerkship director educational opportunities in palliative medicine could support palliative education in the family medicine clerkship. Providing primary palliative care education to all medical students could improve patient accessibility in palliative care across the medical Veld from rural family physicians to subspecialty surgery.
The most frequently cited barriers to palliative education situated within the family medicine clerkship were lack of time and patient exposure on the clerkship. This replicates previous research that shows lack of time on the overall clerkship as well as faculty devoted time as constraints to palliative education on internal medicine clerkships. Efforts to address limited time may include exploration of emciency through interclerkship palliative teaching. Palliative care is commonly taught elsewhere in the medical school curriculum, such as the internal medicine clerkship or a longitudinal palliative care curriculum. Construction of a longitudinal, interdisciplinary palliative care curriculum across the 4 years of medical school should be the goal. This could help to address the lack of exposure to patients needing palliative care as well.
Limitations of this study include the cross-sectional and descriptive nature of the survey, and respondent selfselection. Also, data were derived from a self-reported survey, which can be susceptible to bias. Although this survey attempted to assess the methods and nature of education, it was limited to the response of clerkship directors, and surveys of learners may be valuable. Additional research is needed to validate the most emcient and enduring educational methods and competency assessments to provide quality palliative care.
Clerkship director training in palliative care, the presence of explicitly stated objectives, and assessing the education provided may increase the time and quality of palliative care education. This study reveals palliative care teaching opportunities on the family medicine clerkship, which through development would provide quality educational opportunities supporting all medical students and their most challenging patients. Addressing the suffering of patients and their families is vital and must be championed to educate future doctors early in their careers. 
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